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Treatment of Caisson Disease and Air Embolism: Recompression has 
long been accepted as the only effective method of treating caisson disease. 
However, opinion as to the appropriate pressures to be used and the length of 
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time the patient should be maintained at various pressures in the subsequent 
decompression have been quite diverse. Behnke and Shaw elucidated the basic 
principles underlying recompression as a therapeutic procedure and outlined 
a method for using oxygen. Utilizing oxygen in conjunction with recompression, 
Yarbrough and Behnke reported the successful treatment of 48 of 50 men with 
caisson disease which occurred after exposure in high pressure helium-oxygen 
atmospheres. The procedures described by these investigators have been used 
repeatedly in experimental diving and salvage operations with success. In 
most instances, the cases were helium and oxygen "bends". 

In order to provide personnel in the field with a simplified method of 
treatment for caisson disease when the services of a medical officer might 
not be available, a procedure was formulated and published in the Burned 
News Letter of May 12, 1944, under the title "Caisson Disease". Reports 
from the field and experience at the Experimental Diving. Unit showed that the 
use either of this treatment table or of the air treatment table appearing in 
the Diving Manual was followed by recurrence of symptoms in about 50 per cent 
of the individuals treated. A series of tests performed at the Experimental 
Diving Unit and at the Naval Medical Research Institute has verified field re- 
ports and has resulted in the formulation of adequate and comprehensive tables 
for the treatment of caisson disease and air embolism. 

The type of treatment used in caisson disease is dependent on the symp- 
toms. The patients are separated into two groups: those with pain only as a 
symptom and the serious cases which have symptoms involving the central 
nervous system or indicating circulatory embarrassment. Approximately 88 
per. cent of all cases of caisson disease have symptoms only of localized pain. 
Pain is usually alleviated by pressure of a few pounds unless, as a result of de- 
layed recompression, residual tissue damage is present. A diver with pain only 
does not require the extensive treatment that is necessary for the asphyxiated, 
cyanotic or paralyzed patient. Consequently, four treatment tables have been 
formulated: two tables for cases with symptoms of pain only, dependent upon 
the depth affording relief, and two tables for serious cases, dependent on the 
time and depth at which such symptoms are relieved. 

In the present tables, the fundamental principles governing the successful 
treatment of caisson disease have been incorporated, namely (1 ) the importance 
of remaining at depths not greater than 165 feet for a period of at least 30 
minutes, (2) the value of prolonged treatment and (3) the employment of oxygen. 
These tables have been approved by the Navy Department and supersede the 
previously published tables. 

Air embolism is a serious condition the symptoms of which usually result 
from involvement of the central nervous system or from circulatory embarrass- 
ment . Since both air embolism and caisson disease may arise from rapid decom- 
pression, but under different circumstances , it is well to point out the distinction 
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between the two conditions. Caisson disease develops as a result of the libera- 
tion of gas bubbles from the supersaturated body fluids when rapid decompres- 
sion takes place. The bubbles may be intravascular, or they may form e xtr a - 
vascular ly within the various body tissues, particularly those having a high fat 
content or poor vascular supply. Bubbles so liberated may remain in situ, pro- 
ducing the localized symptoms of bends, or they may be swept to the right heart 
via the venous circulation and eventually lodge in the pulmonary bed so that 
the symptoms of "chokes" may be produced. Under rare conditions 
of explosive decompression from deep or prolonged dives, bubbles may also 
form within supersaturated arterial blood, producing symptoms identical with 
those of air embolism, but such an occurrence is quite uncommon. 

Air embolism presents a different etiological pattern and occurs when 
the breath is held during decompression. There being no exit for the expand- 
ing gas in the lungs, rupture of the pulmonary alveoli occurs with entrance of 
air directly into the pulmonary vascular system and mediastinal spaces. These 
bubbles are carried via the pulmonary veins into the left heart and then into the 
arterial system whereby the serious symptoms of air embolism are produced. 
Air embolism can occur from depths as shallow as 15 feet whereas caisson 
disease rarely develops from dives less than 38 feet. Should air embolism ac- 
cidentally occur in a diver making a shallow dive, recompression effectively 
diminishes the size of the offending bubbles, circulation of the part is rapidly 
restored, and fairly rapid dissolution of the bubbles takes place because of the 
slight degree of saturation that is present in the surrounding tissues. However, 
since air embolism can occur in a diver making a deep or prolonged dive where 
considerable tissue saturation also takes place, recompression will likewise 
diminish the bubble volume and effectively restore local circulation, but only 
gradual dissolution of the bubbles will take place because of increased satura- 
tion present in the surrounding tissues. Hence, longer decompression is re- 
tired for this type of air embolism. In present salvage operations throughout 
the fleet, the shallow water face mask is being extensively used. Because of 
the fact that high tissue saturation may be present in a diver at a time when 
air embolism suddenly occurs, the treatment table headed "Serious Symptoms" 
is advocated. 

In addition to recompression, the treatment of serious cases includes cer- 
tain imperative first-aid and life-saving measures. Reports are on record of 
chambers having reached temperatures as high as 140° F. and the danger of 
heat exhaustion of the patient is certainly present. Until air conditioning of 
these chambers can be accomplished, other means of bringing comfort to the 
patient must be found. These include exterior cooling of the chamber by shade, 
breeze and water spray, frequent ventilation of the chamber, administration to 
the patient of salt, with abundant fluids by mouth, glucose or plasma by vein 
and appropriate hydrotherapy. Adrenalin and other stimulants should always 
be on hand for any emergency that may arise. 
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remaining stops of Table 2-A; (c) if using Table 3, complete remaining stops 
of Table 3 breathing air. At the discretion of the Medical Officer, breathing 
of oxygen may be resumed at the 40 and 30 foot stops for a total of 90 min- 
utes if using Table 1 or 3 and 150 minutes if using Table 2. 

RECURRENCES'. .Should symptoms recur following treatment according to 
any of the above tables, recompress the diver to a depth at which relief is ob- 
tained. If relief occurs at depths less than 30 feet, take diver to 30 feet and 
decompress from 30 foot stop to surface according to Table 3. If relief oc- 
curs at depths greater than 30 feet, remain at the depth of relief for 30 min- 
utes and then complete remaining stops of Table 3 using air throughout. 

PRIME CONSIDERATIONS IN THE TREATMENT OF CAISSON 
DISEASE AND AIR EMBOLISM 

1 . MOST FREQUENT ERRORS IN TREATMENT 

(a) Failure to give treatment to doubtful cases. 

(b) Delayed recompression. The longer the delay, the deeper the diver 
will have to go for relief of symptoms. 

(c) Failure to treat the serious cases adequately according to Table 3 
or 4. 

Cd) Failure to keep the "treated" diver near the chamber for a 24-hour 
period. 

2. SYMPTOMS OF BENDS 

Ca) Symptoms may occasionally become temporarily worse if pressure 

is applied too rapidly. If this occurs, stop momentarily and then 

slowly raise the pressure at a rate tolerated by the diver. 
Cb) In all cases, particularly serious cases with paralysis, always test 

the ability of the diver to stand up and walk the length of the chamber. 

Make this test routinely before leaving the depth of relief of symptoms, 

and also at the completion of the 30 foot stops. 
' (c) Additional treatment includes first-aid measures. Patient should be 

lying down during treatment to prevent, if possible, the movement of 

bubbles to the brain. 

(d) On completion of treatment, always keep the patient near the 
chamber for not less than 24 hours in order to treat any recurrences 
immediately. 

3. OXYGEN ADMINISTRATION 

(a) When oxygen is breathed, the fire hazard is always present. There 
should be no smoking. Ventilate the chamber frequently to keep oxy- 
gen concentration low. 

(b) The highest concentration of oxygen, preferably above 95 per cent, 
should be delivered to the patient. The mask used must be 
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leak -proof in order to make the treatment tables effective, 
(c) If possible, humidify the oxygen to avoid dryness of the nose and 
throat. 

4. HELIUM- OXYGEN MIXTURES 

(a) At the maximal pressures of treatment, helium-oxygen mixtures 
(about 80:20 ratio) may be used to advantage instead of air in all 
types of treatment. 

5. TENDERS 

(a) Tenders must always be present in the chamber with divers breath- 
ing oxygen. 

(b) Tenders require 60 minutes of oxygen during the last 60 minutes of 
the oxygen therapy period outlined in Tables 1 and 2. If the diver is 
treated as outlined in Tables 3 and 4, the tender will necessarily be 
subjected to the same treatment. Decompression for additional -ten- 
ders who may subsequently enter the decompression chamber for 
short periods will be carried out in accordance with the standard 
diving tables. 

(The Experiment Diving Unit, Navy Yard, Washington, D. C. - 
O. E. Van Der Aue) 

****** 

A Slide Rule Decompression Table ; The prevention of caisson disease in 
divers is, to a great extent, dependent upon the accurate selection and correct 
interpretation of the proper decompression table to be used for a dive o f a 
given depth and duration. Decompression tables usually are printed in close, 
tabular style or in large, clumsy reproductions. In order to obviate the dis- 
advantages of the usual form, the standard U. S, Navy Decompression Tables 
have been arranged in the form of a circular slide rule. The slide rule is 
small enough to be easily portable (diameter - 6.5 inches) and reduces the 
chance of error by permitting only the correct decompression data for one 
dive to be visible at one time. A limited number of the slide rules have been 
procured and are available by request to the Medical Officer in Command, 
Naval Medical Research Institute, Bethesda, Maryland. (Nav. Med. Res. Inst., 
Bethesda, Md. - R. L. Fisher and W. A. White) 

****** 

The Use of Fluorescein in Evaluating Peripheral Vascular Di seases: 
Fluorescein has been used successfully in the determination of blood circula- 
tion times. Neller and Schmidt have devised a method for its use which 
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promises to be an accurate means of revealing certain fundamental facts of 
diagnostic, prognostic and therapeutic importance in cases of peripheral 
vascular disease. 

i 

The test consists of the intravenous administration of fluorescein after 
which the presence or absence of the fluorescence of this substance as it ap- 
pears in surface scratches is' noted by observation under an especially fil- 
tered ultraviolet light. (Ann. Surg., March '45) 

****** 

Experimental Frostbite : Lange and Boyd have studied the sequence of 
functional changes following exposure to cold by means of the fluores- 
cein test. They emphasize the arteriolar spasm and decreased capillary per- 
meability which occurred. These vascular changes appeared to be independent 
of central nervous system influences and to result from axon reflexes. 

Cold which was sufficient to solidify the exposed tissues caused a com- 
plete interruption of circulation during the time of exposure. This was always 
followed by a period of complete restoration of circulation and increased capil- 
lary permeability which lasted for from 6 to 16 hours after exposure. This' 
period of circulatory restoration appears to be the most promising period 
for therapy since it is followed by one of arteriolar and capillary occlusion 
due to the formation of clots of red cells which results in gangrene of the 
associated area. 

The administration of heparin during the period of circulatory restoration 
prevented gangrene in 16 rabbits in which frostbite was experimentally pro- 
duced. All the controls had complete gangrene of the part. Although loss of 
tissue was averted by the early use of heparin, sensory and motor nerve paraly- 
sis occurred frequently. 



The use of the fluorescein test in 14 patients with frostbite made possible 
exact prediction of subsequent superficial tissue loss. 

These workers point out that great surgical conservatism is in order in 
frostbite, since lesions of frostbite show a marked tendency to heal, and the 
rules for amputation in occlusive vascular disease are not applicable in frost- 
bite. (Surg., Gynec. & Obsteti, April '45) 

^ TP ^ 

Nerve Iniurv Induced bv Cold: The myelin and axis cylinders of mamma- 
lian peripheral nerves are selectively damaged by exposure to cold, the largest 
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nerves being the most sensitive and the smallest the least' sensitive. Damage 
to large motor fibers and to those conveying sense of contact is caused by ex- 
posure to temperatures up to 8.0° C. for intervals as short as 30 minutes. 

The mildest degree of damage resembles that produced by transient i s - 
chemia, but in the more severe lesions there is complete destruction of the 
myelin of the affected fibers. The demyelinated segment of axon cylinder de- 
generates and the affected myelin undergoes dissolution. Necrosis of whole 
nerve bundles occurs only after freezing. Regeneration is rapid and complete 
in all grades of injury, short,=of=complete necrosis. .(OEMcmr- 355, Penny- 
Brown et al, Harvard Univ., CMR Bulletin #35) 

' ****** 

Earlv Management of Wounds of the Hand : Injuries of the hand occur fre- 
quently under battle conditions. The increased opportunity to observe these 
injuries has added to our knowledge of the fundamental principles of emer- 
gency hand surgery, and valuable experience is being obtained in dealing with 
late reparative and reconstructive problems. There is a close relationship 
between the early and late phases of treatment, and the surgeon who first deals 
with these wounds determines in large measure the course of events. This 
article deals with the fundamental principle of conservation of tissue in such 
injuries. 

A plan of treatment proposed by Cutler emphasizes: (1 ) the retention of 
all possibly viable tissue, (2) the local control of destructive infection by the 
removal of definitely non-viable tissue, (3) the restoration of normal, physical 
integrity of the parts of the injured hand, and (4) early restoration of function 
in order to prevent contractures and cicatrices, fibrosis or atrophy. 

Bur ns: The concept of the burned area as being an open wound, singularly 
vulnerable to infection, has led to further conservation by employment of anti- 
septic precautions in the initial dressing. Gentle cleansing is performed, fol- 
lowed by the local application by some surgeons of bacteriostatic chemical 
agents and an emollient protective dressing of fine meshed, well impregnated 
gauze. The application of escharotics, coagulants or damaging antiseptics is 
now deplored. The application of dressings providing firm, even pressure 
prevents the infiltration and edema so commonly a cause of collagenous de- 
position. Severe burns of the hands, if properly dressed at the onset, require 
no further care for from ten days to two weeks, permitting evacuation of the 
patient to hospitals where, at the earliest possible moment, dermatome grafts 
may be applied if required. 

Puncture and Perforating Wounds : Although important structures may' 
suffer injury and require repair, the most significant aspect of this type of 
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injury lies in the infection which may be introduced. Most infections of 
the tissue spaces of the hands were, at some stage of their inception, neglected 
or unnoted puncture wounds. The definitive repair of deep structures that may 
be damaged by such a wound has no place in emergency front-line surgery. 
The evaluation of the injury, the arrest of hemorrhage, a protective dressing 
and immobilization of the hand is , in most cases, all that should be attempted 
Where contamination of the depths is probable, the surgeon should not hesitate 
to enlarge the wound opening to insure adequate drainage and to insert a drain 
if necessary. 

Foreign Bodies: Under forward conditions it is rarely possible or ex- 
pedient to attempt the localization or removal of small foreign bodies. Treated 
as puncture wounds, such cases may, with reasonable safety, be transported to 
hospitals for definitive surgery. While, in general, it is considered good prac- 
tice to remove these foreign bodies, certain of them are best left alone. The 
operation for removal should be done only after accurate localization and with 
the advantages of operating room conditions, full anesthesia, good lighting, 
proper instruments, adequate assistance and a bloodless field. 

Incised a nd Lacerated Wounds : All available skin must be conserved and 
any structure which may be viable should be retained. These wounds should 
be left open for subsequent repair. The application of a soft grease gauze be- 
tween the edges of the debrided wounds and of a protective and immobilizing dress- 
ing usually suffices for the emergency treatment. Bleeding vessels should be 
controlled and ligated. Severed nerve ends should be lightly approximated or 
identified,if possible,by a single, fine, black silk suture. Tendons, if damaged, 
must not be sutured primarily under battle conditions, and this applies particu- 
larly to tendons divided within the digital canals. For flexor tendons in these 
situations it is advisable to await full healing of the superficial wound and com- 
plete subsidence of inflammation before repair is attempted. Immobilization 
should be so arranged as to maintain the divided tendons In the position of 
greatest relaxation. 



Fracture s and Dislocations : Usually these do not present serious prob- 
lems of management although they are disabling temporarily. Proper reduc- 
tion and retention of fractures of metacarpals and phalanges must take into 
account the normal concavity of the palmar surfaces of these bones. Flat 
splinting is to be avoided. Skeletal traction through a distal phalanx and the 
' 'banjo splint" are often useful in retaining these fractures. 

The chief difficulty encountered in fractures of the carpal bones, particu- 
larly the navicular, is failure of recognition. Routine X-ray exposures may 
fail to reveal these fractures and four exposures may be necessary: antero- 
posterior, lateral and two oblique. These fractures are fully immobilized with- 
out delay for periods of at least four months, and open reduction o r removal 
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of fragments is rarely necessary. In cases of dislocation of the carpal bones, 
avoid excessive attempts at reduction by manipulation. If one attempt under 
general anesthesia fails, the patient should be evacuated and spared further 
tissue damage. 

Compound Fractures and Major Wounds : Such major injuries of the hand 
may result in severe hemorrhage and, more than injuries of comparable 
magnitude elsewhere, they are productive of shock. Hence, the first step 
must be the combating of the systemic effects of hemorrhage and shock. The 
ligation of bleeding vessels in the hand should be done at the most distal point 
possible, and every bit of skin that may survive must be saved. Lacerated 
tendons and nerves should be dealt with as previously outlined. Only dead 
muscle and free bone fragments are to be removed. Bones that are badly 
shattered should not necessarily condemn a finger to amputation. Each ex- 
posed structure should be examined and retained or sacrificed on the basis of 
its individual viability. Reduction and maintenance of fractures of the bones 
are best accomplished by the use of skeletal traction and the ( 'banjo splint". 
If vasospasm compromises or threatens the circulation of the damaged hand, 
cervical sympathetic block may be of value. 

im putations: Potentially useful tissue of the hand should 
never be sacrificed to considerations of time or expediency. 
Fingers all but completely severed, with only one digital artery remaining, 
held in place with several loose skin sutures and firmly splinted have 
surprisingly survived in whole or in part. This recommendation is especially 
emphatic in the case of the thumb. Immediate, formal flap amputations are dis- 
couraged, and this policy applies to finger injuries. The stump should be left 
open and protected by an appropriate dressing, such as an open thimble of X-ray 
film. Epithelization may be hastened by the addition of a few Reverdin grafts. 
If the traumatic amputation be ragged and irregular, any threads of skin that 
can be preserved will be most useful in eventually covering the granulating 
surface. .Referring to amputations of the hand, Cutler maintains that the ac- 
cepted types of amputation, devised before the days of the present development 
of plastic and reconstructive surgery, have no place in traumatic surgery 
today. It is the, emergency surgeon's business to preserve every part of the 
hand that will survive. It is the endeavor of surgeons in general hospitals to 
promote the healing of the remaining stump at the earliest possible date, freely 
employing skin grafts for the process. It remains for the skilled orthopedist 
and plastic surgeon to restore the best anatomical adjustment and the best 
functional use to the parts that remain. (Bull. U. S. Army M. Dept., Feb. '45) 

******* 



Prevention of Infection in Contaminated Wounds : Meleney has made an 
analysis of data from patients representing 270 soft part wounds, 310 compound 
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fractures and 307 burns. The results indicate that no anti- 
bacterial agent can make up for the neglect of sound surgical 
principles. The prevention of infection largely depends upon 
prompt operation as soon as possible after the injury is re- 
ceived, the complete removal of dead tissue and foreign bodies, 
the maintenance of good blood supply, and adequate re-st for 
the injured part. (OEMcmr - 85, Presbyterian Hosp., N. Y., 
CMR Bulletin #45) 

* * * * * * 

Traumati c Synovitis of the Knee Toint : One of the most common injuries 
encountered under combat conditions and particularly in training stations i s 
traumatic synovitis of the knee joint. This injury is most apt to occur in 
those individuals who formerly had been relatively inactive and who are sud- 
denly placed in a strenuous basic training course. When traumatic synovitis 
occurs repeatedly, a chronic, arthritic knee joint may result, producing a se- 
vere disability. 

The usual cause of traumatic synovitis of the knee joint is a sudden twist- 
ing motion of the knee which is immediately followed by pain and swelling. An 
adequate routine method of treating this injury reduces the number of sick 
days and may, in many instances, prevent an acute condition of the knee from 
becoming a chronic, painful one due to adhesions resulting from organized 
hemorrhage. 

Dalmain has outlined an effective method of treatment as follows: (1 ) roent- 
genograph^ examination of the injured knee and of the opposite knee for compari- 
son; (2) aspiration of fluid; (3) compression dressing; (4) complete bed rest 
with the extremity elevated; (5) analgesia; and (6) physiotherapy after the ef- 
fusion has subsided. The fluid should be aspirated in the usual manner with 
an attempt to get all the fluid out by compressing the sides of the knee joint. 
If the effusion recurs, another aspiration may be necessary. A compression 
flannel bandage is then applied which should extend from the middle of the 
lower leg to the middle of the thigh. Elevation of the extremity with the knee 
straight or in traction should be maintained for about five days. Physiotherapy 
should be instituted as soon as the effusion has subsided. (Am. J. Surer , 
March '45) 

****** 

The Early Recognition and Management of Vascular Injuries: In the 
management of all war wounds the possibility of vascular injury should be of 
paramount consideration. Every wound in the region of major blood vessels 
should be carefully examined by a medical officer for the possibility of either 
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an arteriovenous or a false aneurysm (pulsatile or tamponade hematoma) . These 
injuries, if overlooked, may not only endanger viability of the extremity but 
may also cause extensive damage to muscles and nerves or may result in im- 
mediate, recurrent, or continued hemorrhage, endangering the life of the 
patient. Generally speaking, a true arteriovenous aneurysm develops a thrill 
and a bruit which are continuous throughout the cardiac cycle, whereas the 
false aneurysm or pulsatile hematoma develops a thrill and a bruit which are 
mainly systolic in character. However, these findings are not always reliable 
in differential diagnosis because of the variability of the development o f t h e 
aneurysmal process. 

Patients with vascular injuries should be considered as litter patients and 
should be identified and tagged for early evacuation to a center where trained 
personnel and complete facilities for treatment are available. Air evacuation 
for these patients is indicated except for those who require immediate surgery 
because of immediate or recurrent hemorrhage. 

Gray et al have reported a series of 35 patients representing 40 vascular 
injuries who were operated on in a naval hospital. There was no fatality and 
no postoperative gangrene of an extremity resulting from disturbed circulation. 
The results obtained in this group of patients have been possible because of 
(a) the age of the patients, (b) the continuous administration of an adequate 
amount of blood during the operative procedure, and Cc) early operation. 

The greater percentage of these wounds was due to fragments from high ex- 
plosives, A tangential wound of the artery was the most common finding at opera- 
tion, although in a few , the artery was completely severed. The patients were seen 
on an average of 4 weeks after injury, and all had maintained adequate circula- 
tion to the extremities. The distribution of the vascular injuries was as follows: 
neck 2 (carotid, jugular); thorax 4 (subclavian); upper extremity 13 (axillary, 
brachial, radial and ulnar); lower extremity 21 (femoral, popliteal, tibial). Of 
the total, 13 were arteriovenous aneurysms and 27 false aneurysms. 

" Associated nerve injuries were common, especially with the false aneu- 
rysms. Paralysis was due to pressure of the hematoma and cleared up re- 
markably soon after surgical intervention. 

The general plan of treatment in this group of patients was as follows: 

1. Correction of anemia was accomplished by repeated transfusions. 

2. Early operation was performed; that is, approximately 4 weeks after 

' the initial injury, and not 2 or 3 months later when further collateral circula- 
tion would have developed. 
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3. General anesthesia was used in all instances. 

4. Before the operative procedure was started, a cannula was inserted 
in a vein of the ankle and. a large needle in a cubital vein for the adminis- 
tration of blood; thus a continuous and adequate blood volume was assured 
throughout the operation. This factor alone has contributed much to the safe- 
ty of these operations. Shock was never a problem, although on occasion 
there was sudden loss of blood when the aneurysmal process was entered. 

5. Before the aneurysm proper was treated, the main vascular trunk 
above and below the aneurysm was isolated and held by' soft rubber catheters 
to control hemorrhage during isolation of the aneurysm. The artery and vein 
above and below the aneurysm were ligated and divided, and the aneurysmal 
process was excised. It is essential to ligate the vein because ligation of the 
artery alone creates a great disproportion between the arterial and venous 
flow in the extremity which leads to ischemia, local anoxia and gangrene. In 
patients in whom complete mobilization and excision of the fistula were im- 
possible because of involvement of important structures, ligation of the artery 
and vein proximal and distal to the fistula was carried out. 

6. In those patients having vascular injuries involving the extremities, 
immobilization of the part for from 10 to 14 days provided complete rest and 
comfort postoperatively. 

Medical officers should recognize the possibility of false aneurysm 
(pulsative or tamponade hematoma) or true arteriovenous fistula in every 
wound of the neck, thorax or extremities. The area of all such wounds should 
be examined by palpation and auscultation. A bruit is the most consistent 
early finding. 

The advantages of early operation are: (a) protection against further 
hemorrhage; (b) release of pressure of large hematomata which may inter- 
fere with the collateral circulation or impair nerve and muscle function; (c) 
reduction of the possibility of infection, because hematomata and devitalized 
tissue serve as excellent culture media; (d) reduction of the period of conva- 
lescence and, in some instances, earlier return to duty; (e) release of the 
patient from undue, prolonged worry concerning the potential hazard associ- 
ated with such a lesion and the inevitable and unavoidable operation; (f ) pre- 
vention or lessening the degree of cardiac impairment resulting from an ar- 
teriovenous aneurysm. (Pacific Fleet Medical News, July '45) 

****** 

Penicillin Therapy: Although an extraordinary amount of information has 
accumulated In a relatively short period of time concerning penicillin, there 
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remain some unsolved clinical problems. One pertains to the optimal doses 
of penicillin to be used in specific infections. Considerable stress has been 
placed on the minimal requirements. Although the majority of patients may 
respond favorably to minimal doses, a continuance of such a philosophy is 
fraught with two potential dangers: (a) an infection may be controlled but not 
eradicated; (b ) there is the possibility that penicillin-resistant strains may de- 
velop and maybe disseminated. An example of this maybe seen in two patients 
with staphylococcal sepsis who were treated with what were believed to be ade- 
quate doses of penicillin but in whom the infections were not completely brought 
under control. Following this therapy, staphylococci isolated from local 
lesions were found to be much more resistant in vitro than the parent strains 
obtained before therapy was instituted. There is a possibility that the use of 
inadequate doses of penicillin in patients with gonorrhea may cause the d e - 
velopment of strains of gonococci resistant to penicillin. Finally, further in- 
vestigations should determine whether penicillin given concurrently with the 
sulfonamides may yield better results in the treatment of certain types of in- 
fections. (Ann. Int. Med., April '45 - Spink and Hall) 

****** 

Penicillin Treatment of the Syphilitic Pregnant Woman : Among 37 syphi- 
litic pregnant women at term treated with penicillin, but one syphi- 
litic infant has occurred. In 30 of these cases, the infants have been followed 
for periods greater than 2 months postnatally and the presumptive evidence is 
good that the infants are normal. This represents a degree of success equal 
to, if not greater than, that obtained with the arsenical-bismuth regimens at 
present widely employed. A total dosage of either 1.2 million or 2.4 million 
Oxford units seems satisfactory in the pregnant woman, although the larger 
dosage is preferred. 

The serologic response to penicillin treatment of the pregnant woman is 
apparently considerably slower than the average for early acquired syphilis 
in the adult. It is not necessary, on the other hand, that the mother be sero- 
negative at the time of confinement in order for the infant to be normal. 
(OEMcmr-403, Ingraham et al, Univ. of Pa., CMR Bulletin #47) 

****** 

Penicillin Treatment of the Syphilitic Infant : Initial attempts at the treat- 
ment with penicillin of syphilis in infants have been successful in about 70 per 
cent of the cases. A higher percentage of favorable results is to be hoped for 
as better time-dose relationships are worked out. 

There is some evidence which indicates that the total dosage of sodium 
penicillin by intramuscular injection should be -greatly increased for infants as 
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compared to the dosage for adults, in such case care being taken to avoid a 
severe Herxheimer reaction in the debilitated case. It is also suggested that 
prolongation of treatment up to 2 weeks is desirable. 

The range of total dosage employed in infants treated in this series was 
from 11,000 to 74,000 Oxford units per pound of body weight given over 
a period of from 7 to 15 days. The larger total doses -with the longer periods 
of treatment have given the better -results. (OEMcmr-403, Ingraham et al, 
Univ. of Pa., CMR Bulletin #47) 

****** 

Wounds o f the Taw: Fractures of the mandible or maxilla caused by shrap- 
nel or bullets usually occur unilaterally. In a series of injuries observed at a 
naval hospital there have been only two cases in which the maxilla was c o m - 
pletely separated from the cranium by a projectile; on the other hand, in many 
instances, half of the maxilla was shot away, comminuted or fractured. 

When the maxilla has been completely separated from the cranium, either 
as a result of crash or bullet wound, and is loose and moves on respiration, it 
is advisable to place an emergency fracture appliance on the upper arch and 
to bring the maxilla up into its proper position. This should be done e v e n if 
there is involvement of the ethmoid bone. After the patient has been treated 
for shock and the extent of injury has been determined, more stable and ade- 
quate fixation may be attempted. An appliance is easily fabricated by welding 
Kingsley arms to an upper impression tray. A small amount of modeling com- 
pound is used to cover the occlusal surfaces of the teeth. The maxilla is forced 
up into position and secured with any type of temporary headcap. 

The mucous membrane of the nose and pharynx is often ruptured in frac- 
tures of the maxilla. The bleeding can be stopped by securing the maxilla in 
its proper position. In complete fractures of the maxilla in which the soft 
palate drops down on the tongue, patients have difficulty in breathing. Trache- 
otomies have been unnecessarily performed in some of these cases. Bringing 
the maxilla back into its proper position re-establishes the airway, so that a 
tracheotomy need not be done. 

High-speed projectiles severely fragment the jaw or remove whole sec- 
tions of it, so that the only treatment possible Is to put the remainder of the 
jaw back in position by intermaxillary wiring. Fractures caused by high- speed 
projectiles are, therefore, not such a challenge to treatment as are crash in- 
juries in which the jaw is fractured in various planes and numerous complica- 
tions and problems are present. 

All teeth in the line of fracture should be removed whenever the teeth 
are fractured or when a portion of the root is exposed in the line of fracture. 
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The one exception to this rule is a single tooth which remains in the posterior 
segment involved in the fracture, and it is believed that the tooth may remain 
vital, or when there is only a small portion of the root in the line of fracture. 
If, however, the tooth or roots. are fractured or the line of fracture passes 
through or near the apex of either root indicating that devitalization or necro- 
sis of the pulp will occur, the tooth should be removed, and other means should 
be used for the fixation of the posterior segment of the mandible. 

Teeth need not be removed when the crowns of unerupted or impacted teeth 
are in the line of fracture and when the apex is far removed from the fracture 
line and the integrity of the pulp has not been disturbed. Such teeth may be 
safely removed 2 or 3 months after the fracture has united. When an impacted 
tooth is in the line of fracture, even if a portion of the root end is in the line 
of fracture, it is sometimes better to leave it in place because of the displace- 
ment and excessive trauma that would result by its removal. When such an 
impacted tooth is retained, however, a through- and-through Penrose drain 
should be inserted as soon as possible. The drain should be retained until^ 
edema and infection are under control. In severe comminutions of the mandi- 
ble, likewise, adequate drainage should always be established by use of a 
through- and-through Penrose drain for at least 2 weeks. 

All fractured teeth in which necrosis of the pulp is inevitable should be re- 
moved if prolonged fixation is required. There are also cases in which a large 
part of the mandible or maxilla has been severely fragmented but the teeth still 
remain, although" they are fractured and loose. Many of such fragments are 
lost through sequestration, but if the teeth are removed as soon as possible or 
before the pulps undergo necrosis and abscess formation, many of the frag- 
ments of bone or alveolus may be saved. 

All methods of intermaxillary fixation have their place and are of value . 
It is believed, however, that the method of continuous loop wiring is being used 
in unsuitable cases; for example, cases in which there are teeth in the line of 
fracture which are incorporated in the wire loops. In other cases in which a 
large portion of the mandible is fragmented, continuous wire loops are being 
used to overcome the displacement caused by severely injured and inflamed 
muscles. This method has proved to be grossly inadequate. 

Arch bars heretofore were so bulky and rigid that there have been many 
objections to their use. It was often necessary to obtain impressions to adapt 
them properly. There are now on the market and in the Navy Medical Depart- 
ment Supply Catalog many lightly constructed hooked arch bars which are easy 
to adapt and which can be secured to either arch as quickly as any other ap- 
pliance. (Pacific Fleet Medical News, July '45 - Crawford) 

****** 
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Radiography of Foreign Bodies: Because of the great variety of materials 
which may be introduced into war wounds, a study has been made of the possi- 
bilities of demonstrating such foreign bodies radiographically. For this pur- 
pose, a number of substances under investigation were covered by a mixture 
of corn meal and rice and varying thicknesses of press wood and were ex- 
amined roentgenographically. 

Aluminum and its alloys have little radiographic density and show poorly. 
However, careful scrutiny should reveal these substances with the exception 
of very thin fragments in deep parts. Magnesium shows more poorly than 
aluminum and, when less than 5 mm. in thickness, tends to become invisible 
in thick parts. Ordinary glass shows about as well as aluminum; uranium 
glass shows well; wood and carbon are difficult to visualize under almost any 
circumstance. Practically all minerals and fragments of coral and sea shells 
should be readily visualized. 

Exposures by routine technic show that lucite (plexiglass) and bakelite 
are very low in radiographic density - approximately that of wood. Studies 
with increased filtration (total 5 al. equivalent) showed a widened spread of 
densities within the readable range of a single film but no improvement in 
visualizing foreign bodies. Studies made at 140 kv and using lead screens 
likewise failed to improve visualization. Laminographic studies with conven- 
tional exposure factors afforded improved definition. The possibility is sug- 
gested of increasing the radiographic density of plexiglass, perhaps by the 
addition to it of certain metals in the form of salts or colloidal suspension. 

Intensifying screens can well be used with 10 M.A.S., 36-inch distance 
and a kv range of from 30 to 50 for thin parts and from 50 to 90 for thick parts. 
Bucky films will help with thick parts. Tangential views may be helpful. Sec- 
tional radiography offers the best chance of demonstrating low density foreign 
bodies in heavier parts. (U. S. Nav. Hosp., Bethesda, Md. - C. F. Behrens) 

****** 

Chemical and Phvsico- Chemical Studies of Human Plasma during T hree 
Years of Storage in the liquid State at Room Temperature : During preserva- 
tion of human plasma in the liquid state at room temperature for three years, 
the alpha- amino nitrogen and the nitrogen content of the tungstic acid filtrate 
rise slowly until about two years have elapsed, after which time these levels 
do not increase significantly. (The term alpha-amino nitrogen is used to des- 
ignate the result of the gasometric determination of free amino acids in blood 
filtrates by the ninhydr in- carbon dioxide method.) 

During the entire period of storage, the nitrogen content of the trichloro- 
acetic acid filtrate and the "polypeptide index" increase progressively. The 
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actual increase represents hydrolysis of from 3 to 4 per cent of the original 
protein. 

The colloid osmotic pressure and the viscosity of stored plasma are 
slightly but significantly greater than that of fresh plasma. The plasma re- 
mains osmotically active and is of a viscosity which is practical for intra- 
venous administration. It is interesting to speculate on the increase in vis- 
cosity which takes place during storage. Other changes are explained by slight 
proteolysis. Proteolysis of protein, however, is generally thought to be ac- 
companied by a decrease in viscosity. Denaturation, such as precedes coagu- 
lation, on the other hand, is thought to be associated with an increase in vis- 
cosity. It appears, therefore, that in this case the viscosity is affected more 
by the slight denaturation which has taken place than by the slight hydrolysis. 

The.electrophoretic patterns of stored plasma show increases of alpha 
globulin and albumin concentration, complete disappearance of gamma globu- 
lin and fibrinogen, and some reduction of beta globulin concentration as com- 
pared to fresh plasma. The clinical implications of the electrophoretic dia- 
grams are important. The complete disappearance of the gamma globulin 
component is in accord with previous physiological studies which have i n d i - 
catedthat blood coagulation factors and complement deteriorate rapidly on stor- 
age. Since it is now known that most antibodies are included in the gamma globulin 
fraction, it is evident that stored liquid plasma must never be used for. immune 
properties or to supply blood coagulation factors in patients with hemorrhagic dia- 
theses. Even in patients with decreased blood volume who are receiving plasma for 
its colloid content, it would appear unwise to administer large amounts o f plasma 
devoid of coagulation properties or complementary activity. By over enthusiastic 
use of stored plasma a patient's globulin and prothrombin content may conceivably 
fall as a result of dilution in a way comparable to that which has already been d e - 
scribed for albumin. 

The chemical and physico-chemical changes observed in the systems studied 
in properly prepared plasma stored in the liquid state at room temperature are of ■ 
no more clinical significance at the end of three year s ' storage than at the end o f 
eighteen months , the present National Institute of Health expiration date . 

Because at the end of six months' storage liquid plasma is devoid of blood 
coagulation factors, complementary activity and probably other antibodies, it 
should not be administered to patients with hemorrhagic diatheses or infec- 
tions who require these components specifically. Hence, it should be used 
chiefly for its colloid content and should be subject to the same precautions 
regarding excessive dosage as is human serum albumin. (Nav. -Med. Res. 
Inst., Res. Proj. X-105, Report No. 3 - Lozner et al) _ 

****** 
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Absence of Structural Changes in Brain after Electri cal Shock: Adult 
guinea pigs were given electrical shocks with an alternating current of 45 
volts and from 225 to 240 milliamperes for from 1/4 to 3/8 seconds, or of 
100 volts and from 650 to 725 milliamperes for from 6 to 12 seconds. Elec- 
trodes one centimeter in diameter were fixed to the parieto-temporal re- 
gions, and one shock only was given each animal. The lesser shocks pro- 
duced convulsions, and the greater shocks led to coma, abolition of reflexes 
and apnea. Experimental and control animals were killed a few minutes after 
the experiment and six or seven days afterward. Per fusion-fixation with 
formalin and staining with buff ered thionin were employed in studying the 
brains. 

No hemorrhage or neurocytological changes were visible. The massive 
discharge of nerve cells, such as occurs in electrical shock, and which is 
presumed to be like the large electrical discharge which follows certain 
types of head trauma, cannot, therefore, be correlated with the chromatolysis 
and degeneration of neurons in the brain of animals subjected to concussion. 
(OEMcmr-437, Windle et al, Northwestern Univ., CMR Bulletin #45) 

?H + * + + + 

A Study of Shock in Battle Casualties : One hundred and twelve battle 
casualties admitted to a field hospital with serious wounds of the abdomen, ' 
chest or extremity were studied by Emerson and Ebert. Fifty per cent of 
these patients were in severe shock. Detailed clinical observations were made 
in all cases, and serial determinations of either the hemoglobin or hemato- 
crit were performed. Measurements of the plasma volume, plasma-protein 
concentration and hematocrit were done in 57 cases; in 33 cases multiple 
blood volume determinations were made, either in the course of transfusion 
therapy or before and after operation. 

The arterial blood pressure was found to provide the most reliable clini- 
cal index of blood volume deficiency. All patients whose initial systolic pres- 
sures were below 85 mm. of mercury, excluding cases with spinal cord tran- 
section, were found to have marked oligemia, their blood volume deficit 
averaging 40 per cent of the expected normal volume. All cases with this de- 
gree of hypotension had a diminution in blood volume that exceeded 25 per cent. 

Measurements of blood volume and plasma protein indicated that some de- 
gree of spontaneous hemodilution with low protein fluid often occurred in cases 
suffering from oligemic shock. This dilution, however, was small, rarely 
exceeding 200 cc. It is concluded that a normal hematocrit reading, or the 
demonstration of a mild anemia within a few hours after injury, is no indica- 
tion that a severe blood loss has not occurred. Severe anemia was produced 
by the administration of plasma to patients with marked oligemia. 
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The majority of patients presented no evidence of an excessive loss of 
plasma in proportion to red cells. A few cases with severe abdominal wounds 
showed a disproportionate plasma loss, which resulted in a mild degree of 
erythroconcentration. The average total blood loss estimated to have occurred 
in cases of severe shock before admission to the hospital was 63 per cent . 
Hemorrhage appeared to have been most severe in patients with wounds of 
extremities, and least severe inpatients with uncomplicated wounds of the chest. 

Blood volume measurements were perf ormed pre- and postoperatively in 
ten cases in order to ascertain the degree of blood loss occurring during the 
course of various surgical procedures. The average loss in three cases sub- 
jected to open thoracotomy was 600 cc. Five patients requiring extensive ab- 
dominal surgery lost an average of 2,200 cc. of blood. 

Serial determinations of the blood volume indicated that hemorrhage oc- 
curred during the course of transfusion therapy in eleven of twenty-three pa- 
tients studied. This occurred most commonly in patients with severe wounds 
"of extremities. A majority of these cases suffered a loss which averaged 40 
per cent of the blood and plasma transfused. 

Plasma protein measurements before and after the injection of blood 
diluted with an equal volume of preservative solution indicated that retention o f 
the latter in the blood stream is transient and of insufficient degree to pro- 
duce significant hemodilution. 

The, mortality incidence in all cases admitted in severe shock was 32 per 
cent. The majority of deaths were attributable to penetrating abdominal wounds. 

In some cases the clinical signs of shock were unrelieved by therapy de- 
spite complete restoration of the blood volume to normal. The factors con- 
cerned in the production of ' 'irreversible shock" included severe infection, 
lesions involving the central nervous system, anoxic anoxia due to pulmonary 
damage, and a combination of anemia, oligemia, and hypotension of consider- 
able duration with terminal signs of myocardial insufficiency. (Bull. U.S. 
Army M. Dept., July '45) 

****** 

Production of Vasodepressor Material by Anoxic Liver or Skeletal Muscle : 
Results previously reported on the occurrence of vasodepressor material 
CVDM) in the plasma and in saline washes of liver removed from anesthetized 
animals in the terminal stages of hemorrhagic and tourniquet shock have been 
confirmed and amplified. In addition to its presence in liver, VDM was found 
in saline washes from skeletal muscles removed from hind limbs of animals 
in prolonged hemorrhagic shock and after the application of tourniquets for 5 
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hours. Cardiac and smooth muscle, spleen and kidney contained no VDM when 
removed from animals in shock, nor did they produce VDM on anaerobic incu- 
bation in vitro. 

On the other hand, both normal skeletal muscle and normal liver produced 
VDM on anaerobic incubation in vitro, the rate of production being much higher 
in the liver. Normal liver is capable of destroying VDM on aerobic incubation, 
a property which is not possessed by the other tissues studied, such as skeletal 
muscle, heart muscle, smooth muscle and spleen. This property is absent in 
liver removed from animals in terminal stages of shock, and from liver slices 
exposed to previous anaerobic incubation in vitro. 

During the vasoconstrictor phase of hemorrhagic shock, when the serum 
contains vaso-excitor material and no VDM, the liver is also devoid of VDM. 
In hemorrhagic shock In the non- anesthetized animal, when the serum contains 
only vaso-excitor activity, the liver is also devoid of VDM. This is of interest 
in view of the fact that animals in these two conditions are responsive to trans- 
fusion. COEMcmr-327, Shorr, Cornell Univ., C MR Bulletin #47) 

******* 

Antibodies of the Cholera Vibrio in Feces : ' Further evidence is presented 
that the immunological activity demonstrable in the feces of guinea pigs im- 
munized to and /or infected with y_. cholerae is due to the presence of antibody. 
This, together with the observed relationship of pre-existing fecal antibody to 
the pattern of vibrio excretion characteristic of an immune animal, could be 
regarded as constituting at least a partial explanation of the antibacterial im- 
munity to this purely enteric infection. However, it is not clear how the fecal 
antibody functions, nor is its relative importance in immunity to infection as 
yet apparent. (OEMcmr-154, Burrows, Univ. of Chicago, CMR Bulletin #47)- 

^jc S^S S|C 

Fellowship in Medical Research: The Lewis Cass Ledyard, Jr. Fellowship 
will be awarded to an investigator in the field of medicine, surgery or any 
closely related field. The award consists of $3,000 as a stipend and approxi- 
mately $1,000 for supplies or expenses. The research will be carried on at 
the New York Hospital and Cornell University Medical College. Applications 
will be acceptable at any time before November 15, 1945, and should be ad- 
dressed to The Committee of the Lewis Cass Ledyard, Jr. Fellowship, the 
Society of The New York Hospital, 525 East 68th Street, New York 21, New York. 

+ ^ ^ & ale afc 
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ALNAV 159 BuMed 11 Jul 1945 

Subj: Tacoma, Wash. - Plague-Free. 

The Surgeon General of the United States Public Health Service has de- 
clared the port of Tacoma, Washington, to be plague-free as of 5 July 1945. 
Alnav 202-44 is hereby canceled. — SecNav. A. L. Gates. 



To: All Ships and Stations. • Opl3-lC-jc 

Serial 335913 

Subj: General Order 218, Advance Copy. 30 Jun 1945 

1. General Order 218, quoted below, is promulgated in advance of printed 
copy. 



(General Order) Navy Department 

(No. 218 ) Washington, D. C, 7 June 1945. 

"AMENDMENT TO GENERAL ORDER NO. 162 



''1. Paragraph 7 of General Order No. 162 is revised as follows: 

'7. In view of the prevalence of rinderpest and foot-and-mouth disease 
among food animals in foreign countries, fresh or frozen meats procured by 
vessels in foreign ports shall not be landed in United States ports (including 
Alaska, the Territory of Hawaii, Puerto Rico, and the Virgin Islands) either 
as meat or garbage. Commanding officers of all naval vessels are strictly 
enjoined to see that these instructions are carried out. However, in the event 
that it is necessary to discharge foreign meat for temporary storage in a 
United States port (including Alaska, the Territory of Hawaii, Puerto Rico, 
and the Virgin Islands) from a vessel going out of commission or from a ves- 
sel undergoing repairs which necessitate the shutting down of the cold-storage 
plant or for other reasons, the following procedure will apply: 

'(a) The nearest agency of the Bureau of Animal Industry, United States 
Department of Agriculture, will be informed of the necessity of unloading 
foreign meat. 

'(b) The product will be unloaded in accordance with authority of the 
Bureau of Animal Industry representative and stored in cold storage ashore 
in such a manner as to preclude the possibility of the meat being issued in 
error to shore activities. 

'(c) The product will be held in temporary storage for reissue to the ves- 
sel upon completion of repairs. In the event that it is impracticable to reissue 
to the vessel from which received, the product will be issued to another naval 
vessel. When the product has been reloaded, the Bureau of Animal Industry 
Representative will be advised.' " /s/ "James Forrestal 

"Secretary of the Navy" 
--OpNav. F. J. Horne. 
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To: All Ships and Stations. Opl3-lD-psp 

Serial 353913 

Subj: U. S. Naval Hospital, Houston, Texas - 7 4 56 

Establishment of. 14 Jul 1945 

1. The buildings, utilities, accessories, and appurtenances under construc- 
tion and projected for a naval hospital at Houston, Texas, are hereby estab- 
lished under a medical officer in command and designated: 

U.S. Naval Hospital, 

Houston, Texas. 3435 370 

This is an activity of the Eighth Naval District under the technical control of 
the Bureau of Medicine and Surgery. 

2. The readiness date for receiving patients at the U. S. Naval Hospital, 
.Houston, Texas, will be promulgated at a later date by the Bureau of Medicine 
and Surgery. 



3. Bureaus and offices concerned take necessary action. 



James Forrestal. 



To: All Ships and Stations. Pers-66-BJS 

P3-5 

Subj: BuPers-BuMed Joint Letter of 30 April 1945 14 Jul 1945 

(N.D. Bui. of 30 Apr 1945, 45-450) , Correction to. 

1. It is directed that paragraph 1(c) of subject letter be corrected to read as 
follows: 

"(c) Should examination result in the determination that a man is physi- 
cally qualified for all the duties of his rating, appropriate entry shall be made 
in the health record NavMed Form H-8 in duplicate and a copy of such entry 
forwarded to BuMed. An appropriate entry shall also be made on page 9 of ■ 
the man's service record citing, this letter as authority and the duplicate for- 
warded to BuPers. Commanding officers are authorized to retain on board 
in a duty status those men concerned who have not completed a normal tour 
of shore duty, or who are being held under special orders of the Bureau of 
Naval Personnel. Those whose retention on board is not authorized shall be 
transferred to the nearest receiving ship or receiving station for general de- 
tail, excepting construction battalion personnel who shall be transferred to the 
nearest of the following activities for assignment to construction battalions: 
Naval Construction Training Center, Camp Endicott, Davisville, R. I. ; Con- 
struction Battalion Replacement Depot, Camp Parks, Shoemaker, California; 
Advance Base Receiving Barracks, Port Hueneme, California. Cancel last 
sentence of paragraph 8 of reference Cd)." 

--BuMed. W. J. C. Agnew. --BuPers. W. M. Fechteler. 
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Subj: Normal Human Plasma Dried. 

The National Institute of Health allows a 5 -year dating period for normal 
human plasma dried SI -3530 and SI -3531. All normal human plasma dried 
now in stock which has expiration date any time during 1945 or earlier should 
be extended 2 years from the date appearing on the package. The dating 
period may eventually extend beyond 5 years. 

Therefore normal human plasma dried should not be discarded without 
first obtaining instructions from Bureau of Medicine and Surgery. 

--SecNav. A. L. Gates. 

All Ships and Stations. BuMed- Y-ms 

A3-3/EN10CN) 

Statistical Reporting and Diagnostic Nomenclature, - 
NavMed-351 (Rev. 1945), Issue of. 27 Jul 1945 

(a) Ch. 15, Manual of the Medical Department. 

(b) App. A, Manual of the Medical Department. 

(c) BuMed ltr of 24 Feb 1945; N. D. Bui. of 31 Mar 1945, 45-299. 

(d) BuMed ltr of 23 Feb 1945; N- D. Bui. of 31 Mar 1945, 45-298. 
Ce) BuMed ltr of 22 Feb 1945; N. D. Bui. of 31 Mar 1945, 45-296. 

(f) BuMed ltr of 18 Sep 1944; AS&SL Jul-Dec 1944, 44-1173, p. 218. 

(g) BuMed ltr of 20 May 1943; N. D. Bui. Cum. Ed. 1943, 43-1130, p. 477. 

(h) BuMed ltr of 3 Oct 1942, A2-2/EN10Q13-38). 

1. Statistical Reporting and Diagnostic Nomenclature, NavMed-351 (Rev. 1945), 
is being issued as an advance chapter of the revised Manual of the Medical De- 
partment, 1945. J 

2. NavMed-351 (Rev. 1945) supersedes references (a), (b) and all prior edi- 
tions and revisions of NavMed-351; references (c), (d), (e), (f), )g) and (h) 
are all incorporated in subject publication. 

3. Distribution of the subject item is being made as follows: 

(a) One to each medical officer, dental officer, Hospital Corps officer and 
H(S) officer of the Medical Department. 

(b) Twenty-five to each naval hospital, special hospital and hospital ship. 

(c) Ten to each fleet hospital and base hospital. 

(d) One to fifteen to each naval dispensary, according to size of the dispensary 

4. Additional copies may be ordered from naval medical supply depots as fol- 
lows: 

Stock No. NavMed No. Item Title Unit 

SI 6 -901 351 Statistical Reporting and Diagnostic One 

Nomenclature 

--BuMed. W. J. C. Agnew. 
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To: All Ships and Stations. BuMed-D-CEP 

Subj: Semiannual Dental Officer Personnel Report 23 Jul 1945 

(NavMed-785). 

Ref: (a) BuMed ltr BuMed-D-CEP, of 12 Jun 1945; N. D. Bui. of 15 Junl945; 
45-645. 

1 . In order to standardize the interpretation of and data submitted on subject 
report established by reference (a) , the following instructions are given. 

2. Subject report shall be submitted via official channels so that officers con- 
cerned may incorporate appropriate comment in the forwarding endorsements. 

3. ' 'ACTIVITY FUNCTION" table. 

A. Explanation of titles: 

ADMINISTRATION AND SUPERVISION - supervision, record maintenance, 

teaching, etc. 

DIAGNOSIS AND EXAMINING - examinations, preparation of records, 
radiodontia, consultations, etc. (This column is absorbed in the "Roster." 
OPERATIVE - See Form NavMed-K. 

STOMATOLOGY - nonsurgical treatment of all lesions and inflammatory 
conditions of soft tissues in the oral cavity. 
GENERAL ANESTHESIA - intravenous and inhalation. 
RESEARCH - any organized and significant research project which should 
be incorporated as part of the officer's record and which is intended for 
publication. (Special funds and equipment may be obtained if project is 
approved and authorized by the Bureau of Medicine and Surgery.) 
OTHER - anything not included in titles listed. 

DENTURE - artificial full and partial dentures and comparable intra- 
oral restorations. 

CROWN AND BRIDGE - intraoral restorations processed in final form 
prior to insertion and designed so that stress is borne solely by the teeth. 
MAXILLOFACIAL PROSTHESIS - prosthetic replacement of lost extra- 
oral tissue. 

(SURGERY) - four categories of increasing complexity and degree of re- 
quired ability and experience. 

EXODONTIA - simple extractions, impactions and minor oral surgery. 
FRACTURES AND ORAL SURGERY - maxillofacial fractures and oral 
surgery of more advanced type. 

MAJOR ORAL SURGERY - extensive intra and extra oral maxillofacial 
surgery, implantations, etc. 

PLASTIC SURGERY - surgical restoration of lost tissue by grafting or 
transfer. 
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B. The numerical entries under each category should represent combined 
dental-officer time. The .5 under "Diagnosis and Examining" in the example, 
for instance, may mean that five dental officers devote .1 of their time in this 
manner, making a total of .5; or that only one dental officer is devoting 1/2 
full time. The sum of the numerical entries on each line must equal "Total 
Dental Officers" as in the example. (Entries under each category on "Present" 
line should be reflected by corresponding asterisks in the "Roster," except 
"Diagnosis and Examining.") 

C. Entries on the "Required" line should indicate dental-officer allowance 
required to accomplish mission of activity. If the total required is in excess of 
the authorized dental-officer allowance for the activity, additional dental- 
officer personnel must be requested by separate correspondence, forwarded via 
official channels to BuPers. 

4. "ROSTER" 

A. The phrase "Not recommended for independent duty" and designation 
"V" in "Status" column mean that the officer requires supervision and should 
therefore be assigned to duty only where there are other dental officers on 
board. 

B. Note that name of activity should be entered above list of officers 
attached. 

C. All duties being performed by each dental officer should be indicated 
by an asterisk (*) in the appropriate columns and should correspond to the 
entries on "Present" line in the "Activity Function" table, except "Diagnosis 
and Examining." 

D. Qualifications: It is important that each officer be thoroughly inter- 
viewed. The designation "Q" should only be used to indicate above -average 
qualifications by comparison with other officers; "QQ" therefore indicates a 
very high degree of ability and experience. ("Q" is not a substitute for an 
asterisk, i.e., "Q" without an asterisk in the same column indicates officer 
is especially qualified but not serving in that capacity.) 

E. Any entry (asterisk (*), "Q," or "QQ") in "Administration," "Re- 
search," or "Other" columns should be explained under "Remarks." 

5. Instructions in regard to preparation of subject report shall be brought 
to the attention of all dental officers attached so that they will be qualified to 
Submit same if and when required. --BuMed. W. J. C. Agnew. 

3fC jft 3|c J^C jjc )f( 
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To: All Ships- and Stations. BuMed-D-HM 

P3-2/NH(054-42) 

Subj: Dental Treatment Rendered Active 

U. S. Army Personnel. 14 Jul 1945 

Ref: Ca)BuMed ltr C-LET, P3-2/NHC054-42) , of 23 Jul 1943; N. D. Bui. Cum. 



Ed. 1943, 43-1311, p. 480. 



1. Under the reciprocal agreement between the War and Navy Departments, 
the personnel of the two services coming under the cognizance of the medical 
department of the other service for medical attention are entitled to the same 
consideration and treatment as would be given to members of their own service 
under similar conditions. 

2. Dental treatment in naval activities with dental facilities shall be made avail- 
able to active U.S. Army personnel, serving in a locality where Army dental 
service is not obtainable, for the duration of the war and 6 months thereafter, 
on the same basis as dental treatment is accorded naval personnel. 

3. The agreement providing for suspension of reimbursement for supplies and 
services in connection with the reciprocal hospitalization of U. S. Army and 
Navy personnel in overseas medical department facilities was extended by ref- 
erence (a) to apply to facilities within the continental limits of the United States. 
This agreement extends for the duration of the war and 6 months thereafter. 

--BuMed. W. J. C. Agnew. 

****** 
CFRCULAR LETTER NO. 225-45 

To: All Ships and Stations. Pers-624-MES 

P2-5 

Subj: Physical Qualifications for Enlistment, U. S. Navy. 31 Jul 1945 

1 . This letter does not constitute authority to discharge men from the Naval 
Reserve and USN-I for the express purpose of enlistment in the Regular Navy, 
but the physical standards herein published are prescribed for use in the cases 
of those ratings for which authority has been granted in ALnav 40-45 and such 
ratings as may be authorized to be discharged from the Naval Reserve or 
USN-I for enlistment in the Regular Navy in the future. 

2. Physical requirements for enlistment in the Regular Navy are outlined in 
chapter 11, Manual of the Medical Department, with modifications included in 
the following: 
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WEIGHT: Proportional to height and build. 
HEIGHT: Minimum 60", maximum 76". 

VISION: Minimum vision 6/20 in one eye and at least 10/20 in the other; 
correctible to 20/20 each eye, provided defective vision is not due to an organic 
disease. 

HEARING: Normal hearing in each ear. 

TEETH: To be acceptable for enlistment, an applicant must have a mini- 
mum of 18 vital, serviceable, permanent teeth and must have sufficient teeth 
in functional occlusion to insure satisfactory incision and mastication. The 
applicant must not require immediate dental prosthesis. A carious tooth which 
can be restored by filling may be considered a serviceable tooth. 

COLOR. PERCEPTION: Applicants who correctly recognize only one plate 
in each of the three color groups, represented by plates 1, 2, 3, 4 (numbers 89, 
43, 56, 27) by plates 7, 8, 9, 10, 13, 14 (numbers 39, 42, 56, 27, 86, 75) and by 
plates 17, 18, 21, 22 (numbers 25, 68, 97, 34) as given in Pseudo-Isochromatic « 
Plates for Testing Color Perception, American Optical Company, 1940. The 
above groups are represented in Stillings Twentieth Edition by plate number 
3(68), plate number 4(86), and plate number 8(43). 

EXTREMITIES: Loss of either thumb or mutilation to such an extent as to 
produce material loss of flexion or strength of the member; or loss of the ter- 
minal and middle phalanges of any two fingers on the same hand; or entire loss 
of any finger except the little finger of either hand or the ring finger of the left 
hand not acceptable. 

VENEREAL DISEASE: Gonorrhea; acute, uncomplicated, is acceptable. 
Syphilis; cardiovascular, cerebrospinal, or visceral; or active syphilis requir- 
ing treatment are not acceptable. 

3. Applicants may be accepted with the following defects under the following 
conditions: 

(a) Varicocele - to be corrected only if complained of after enlistment. 

(b) Hydrocele - to be corrected if necessary after enlistment. 

(c) Minor surgical defects which can.be corrected and man returned to a 
duty status within 1 month. 

(d) Undescended testicle if abdominal and unassociated with hernia. 

(e) Nasal deformity - unless of such a degree as to interfere with duty or 
not readily correctible. 

(f ) Seasonal hay fever - if not complicated with asthma. 

4. Attention is called to chapter 11, Manual of the Medical Department, regard- 
ing waivers. If waivers are recommended for deviations from the above stand- 
ards, the recommendation must be initiated by the commanding officer. Only 
those defects that will not interfere with full performance of all duties, at sea 
or foreign station, will be considered. — BuPers. W. M, Fechteler. 
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